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what are the covered benefits; who makes the rules; how universal is coverage and access; how best should we reach special populations in need; how will we contain costs; how can we maintain and enhance the infrastructure for health care (e.g., the information and knowledge base; health personnel and facilities); how central do we want characteristically American preferences for diversity and choice to be; and how can we maintain, if not improve, the quality of health care and the value received for our health care dollar.
Answering these questions will have immense ramifications for EMS and EMS-C. This committee takes the position that those responsible for the future of EMS and EMS-C must become knowledgeable in the technical aspects of health care reform proposals.3 The proposed national advisory council (and state councils in those states where significant reform changes are under way) could easily be expected to track these issues carefully to ensure that the interests of EMS-C and EMS more generally are reflected in national or state reform bills. Because, in the committee's view, EMS-C should also operate against the broader background of children's health care, how (and how well) proposals for restructuring the health care system attend to particular needs of children will be especially important (NRC/ IOM, 1992a).
Special Challenges for EMS Systems
Regardless of the outcome of the health care reform process, EMS-C must contend with more immediate challenges that arise out of problems facing EMS and the larger health care community.
The Demand for Emergency Services
EMS systems, particularly in major urban areas, face increasing demand for their services, often in circumstances in which emergency care resources are scarce or overburdened. In some areas of the country, the call for ED and inpalient care exceeds the capacity of the hospitals in question, making it difficult for them to provide optimal care.4 In rural areas, prehospital EMS providers may need to serve large regions with limited staff and equipment. Moreover, lack of 24-hour physician coverage in EDs and loss of ED services secondary to the closure of small rural hospitals (200 between 1980 and 1988 alone) place increasing demands on the remaining prehospital providers (OTA, 1989; GAO, 1991a). In urban areas, hospitals and EDs are closing as well, often because of, or to avoid, the financial burden of un-compensated care, particularly for trauma patients (GAO, 1991b). To the extent that Medicaid eligibility is broader for children than for adults, the financial risk from potentially uncompensated emergency care of childrenrtium, 1992).2 Some plans are quite comprehensive, others narrowly focused, and some are quite well thought out and others less so, but all appear to take a long-term view of improvement of the health care system.
